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Newfoundland and Labrador Midwives Association 
(Chapters in Goose Bay and St. John's) 
Newsletter 3 
January 1998 
This Newsletter contains a summary of the Minutes from the 
January 7 teleconference meeting, summary reports from the Canadian 
Perinatal Surveillance Systems steering committee, and from the 
Breastfeeding Committee for Canada (Pearl Herbert represents 
midwives on these two committees), a report of the Midwifery Today 
workshop held in London, England, last November, and an update on 
journals in the Health Sciences Library, St. John's. 
NLMA Annual General Meeting by teleconference. April 29, 1998. 
4 pm island time. In St. John's in room 2990 in the HSC. 
At other sites will be the teleconference room. 
Outside of St. John's arrange with the local teleconference 
organizer to have you booked onto the system. 
World Health Day, April 7, 1998 
A permanent exhibition on Safe Motherhood will be established 
by the WHO, 1211 Geneva, Switzerland. 
International Day of the Midwife, May 5, 1998 
The Midwife as the Key Health Provider for Safer Motherhood 
The Breastfeeding Initiative Launch and Conference 
November 18 to 21, 1998, at the Bayshore Inn, Vancouver. 
Executive Committee 
President: Pearl Herbert Secretary: Karene Tweedie 
Treasurer: Pamela Browne Second Signer: Alison Craggs 
Editor: Pearl Herbert, c/o School of Nursing, Memorial University 
of Newfoundland, St. John's, NF AlB 3V6 (Fax: 709-737-7037) 
Logo - which logo? The one submitted or to continue with the 
present one? Advise the Editor no later than February 14. 
Meeting of the Newfoundland and Labrador Midwives Association was 
held by teleconference on January 7, 1998. The two sites were St. 
J ohn's and Goose Bay. It had been hoped that other members would be 
able to attend. At this time there are 30 members (22 full + 2 
retired; 5 associate members, 1 student member) of which 11 members 
are in Labrador and 14 in St. John's. 
Discussion included a report from Pearl about the Canadian 
Confederation of Midwives teleconference meeting on November 20, 
1997. She was disconnected from the call and so missed 30 minutes 
of the meeting. In the NWT the Rankin Inlet birth project has been 
evaluated and approved. The BC legislation for autonomous midwifery 
was implemented as from January 1, 1998. The Alberta legislation 
has not been implemented because of problems with financial 
support. The Alberta government gave the financial responsibilit y 
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to the health regions, but the majority of regions state that they 
are unable to fund midwifery without additional money. Saskatchewan 
and Manitoba implementation committees are working on the necessary 
documents. 
Kay reported that she had met with a student in the Ontario program 
who advised that 40% of the midwifery students are nurses. However, 
they receive no credits for their nursing education and so have to 
take all of the four years of the midwifery program. 
A call was made in the last Newsletter for a Logo suggestion. Only 
one suggestion has been received. You now .have to decide whether to 
have a new logo or to continue with the Newsletter cover as it is. 
Library acquisitions - members in Goose Bay find the lists helpful 
and requested that they continue to be provided. 
Two family physicians (Ors. Robert and Heather Woodland) in St. 
John's ceased taking maternity patients as from December 31, 1997. 
The obstetricians are not accepting any new patients but are 
available for emergencies. The provincial Minister of Health has 
stated that she wishes to have the nurse practitioner legislation 
passed before introducing midwifery legislation. 
The possibility of an Emergency Skills workshop is still being 
pursued. 
The Internet Home Page is up. Address: http://ucs.mun.ca/~pherbert/ 
but it needs updating as the Alberta Association of Midwives has an 
address change, and the implementation of the BC midwifery 
legislation needs to be added. Pearl has been unable to contact the 
student who originally developed the home page. 
The NL Midwives Association's Newsletter is now in a binder in the 
reference section of the Health Sciences Library. This makes it 
more available to students and others who may wish to refer to it, 
and hopefully will prevent it getting lost. The call number is: 
WQ 160 N457n. 
Canadian Perinatal Surveillance System (CPSS) steering committee 
meeting on September 23 and 24, 1997, in Ottawa. Pearl Herbert 
represents midwives on this committee. 
At the steering committee meeting on September 23 and 2 4, 
1997, Dawn Fowler of LCDC reported on her visits to the provinces 
and territories. Prince Edward Island, Nova Scotia, and British 
Col11mbia have data bases. Newfoundland is establishing a programme. 
New Brunswick does not have a programme but the Medical Society is 
interested and is considering a pilot project in Fredericton. In 
Quebec the Ministry of Health expressed an interest in the project. 
Ontario is divided into regions and data collection is patchy and 
there are new staff in the Ministry. There has been a problem with 
birth weights being truncated (as parents report the weights in 
pounds and ounces and 5 lb 10 oz has been reported as 5.1 lb which 
then signifies that the baby had a low birthweight as it is under 
5 lbs 8 oz (5.5 lb)). This was reported in the September 1, 1997, 
Canadian Medical Association Journal, 157, 535-541. In Saskatchewan 
they are trying to collect data. In Alberta they are deciding 
whether to have data collected by regions or provincially by the 
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Ministry. Yukon is collecting some data. In the Northwest 
Territories officials, with the exception of the Yellowknife 
obstetrician, said that they had not heard of the CPSS so have 
formed a small committee to investigate further. The provinces want 
to compare data and there is support in principle for the CPSS. The 
ownership of the data is being legally investigated as 
traditionally the federal government takes ownership of data given 
to them. 
A form on which to record the history of the mother and baby 
was discussed and comments have been submitted. 
Complaints had been received from some groups, and some were 
made directly to the Minister, about the CPSS logo. The "P" had 
been drawn to represent two faces looking down at another face. The 
complaints were that this was seen to represent a father and mother 
with a baby; not all families consist of a father and a mother, and 
not all mothers continue their pregnancy to produce a baby. The 
logo had not been described as a family and could just as easily 
have been an obstetrician and paediatrician looking at a high risk 
baby. The logo now has to be changed. 
Another article of interest is the October 15, 1996, Recent 
trends in Canadian infant mortality rates. Canadian Medical 
Association Journal, 155, 1047-1052. 
It is asked that the 6 monthly reports be shared with others. 
They are also reproduced in various newsletters, such as COGNN 
(which in 1998 is being renamed AWHONN Canada) . 
Breastfeeding Committee for Canada November 8 and 9, 1997. 
Pearl Herbert represents midwives on the BCC. The November meeting 
was held at the Royal Botanical Gardens, Burlington, Ontario. 
Prior to the BCC meeting a WHO/UNICEF Baby-Friendly Initiative 
(BFI) Hospital Assessor's Training Course was held on November 7, 
1997, which was attended by two members of our Midwives' 
Association; Pearl and Janet Murphy-Goodridge. (Details will be 
given in another Newsletter). 
At the Breastfeeding Committee for Canada meeting Dr. Wah 
Wong, the president of UNICEF Canada, gave greetings from UNICEF. 
The BCC was started in 1991 as a result of the World Summit 
reinvesting in children's rights. The Brighter Futures Initiative 
was also started at this time. Then in 1995 the Canadian government 
ceased to fund the BCC so does Canada really believe in 
breastfeeding? The previous teleconference meetings were March 
1997, December 1996, September 1996. The last face-to-face meeting 
was May 1996. 
There are various breastfeeding educational courses now being 
offered. A list is going to be prepared for the next meeting as 
there is a concern that all may not be meeting the WHO standards. 
It was mentioned that Athabasca University has a course in two 
parts and that part 2 is better than part 1. 
The third BCC Newsletter will be ready in December. At present 
there are 168 corresponding members. 
The Breastfeeding Initiative launch and conference will be 
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November 18 to 21, 1998, at the Bayshore Inn, Vancouver. 
The recent breastfeeding court ruling that . mothers may 
breastfeed or express milk in the workplace is reported in the 
summer 1997 issue of the Infact Newsletter. 
A few members of BCC spent half of Saturday night putting 
together proposals to apply for funding for BCC projects; as 
applications had to be submitted by Wednesday, November 12. 
The 1997 Survey of Breastfeeding Support Groups to Assess the 
Current Status of Baby-Friendly Hospital Initiative/Baby-Friendly 
Initiative (BFHI/BFI) Activities in Canada and to Determine Future 
Needs was discussed. Recommendations need to be made to answer the 
identified problems. Then the report will be finalised and 
distributed. Some of the barriers include lack of education in 
professional schools, formula promotion and a predominance of the 
medical model over education module. Physicians are often 
criticized for not attending breastfeeding workshops and not being 
willing to hear what others, who are not physicians, have to say 
about breastfeeding. Physicians also accept money from formula 
companies for research grants, for their offices, for continuing 
education. Although nurses have received education they are laid-
off and replaced by more senior staff who have not received recent 
education and are advising mothers as they did 10 to 15 years ago. 
There is a lack of resources and hospital staff are expected to 
attend educational sessions in their own time. 
About 6 hours of this meeting was spent with a facilitator 
working on a Development of Action Plan for the BFI launch. 
BCC structure is to be revisited and reported at the next 
meeting which it is hoped will be held in March 1998. Pearl is on 
this sub-committee. 
Sharing Visions for Global Midwifery and Woman Centred Care. A 
report of the 4 day Midwifery Today workshop which was held in 
London, UK, November 1997. Pamela Browne received money from the 
past "Alliance" towards the cost of attending this conference, and 
as part of the agreement she now provides the following report. 
I stayed with Rachel Munday and she managed to attend three of 
the days with me. Rachel is a member of our Midwives' Association 
and is currently doing her master's degree at Cardiff University. 
Ann Chaulk, another member from Melville Hospital, also managed to 
attend a couple of days. So, our Midwives' Association was well 
represented. Many of the conference sessions were concurrent and so 
one had to choose which sessions to attend. Such decisions were 
often very difficult with presenters like Michel Odent, Caroline 
Flint, Penny Simkins, Ina May Gaskin. 
Penny Simkin 
During the first two days I tried to attend everything that 
Penny Simkin presented. As most of you know, Penny is a physical 
therapist, childbirth educator, doula, doula instructor, birth 
councillor and author of wonderful books like The Birth Partner 
which we would all know as one of the references accompanying The 
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New Life programme. Penny is a dynamic presenter and draws on years 
of practical experience and training in the mechanical 
practicalities of childbirth. One of Penny's sessions was called 
"Non Pharmacological Methods of Pain Relief in Labour" and from 
that session I gained many "tips". As with most hospitals, Melville 
Hospital operates on a tight budget and I especially noted "tips" 
that were free or relatively cheap! The "tips" include: 
Fetal Position 
One of Penny's tricks of the trade is the lunge which is 
especially good for babies that are asynclitic or if the baby needs 
to rotate around anteriorly. The lunge actually causes a widening 
of the pelvic diameters. 
a. If a woman is in active labour and the cervix is 5 to 8 cm 
dilated but then her labour seems to pause, Penny thinks 
"rotation" and uses the lunge to help achieve the necessary 
rotation so that labour and descent can continue effectively. 
b. Penny uses the lunge when mothers present with a fetal 
position of LOP or ROP. If the baby is ROP she asks the mother 
to lunge to her right; and if LOP to lunge to her left. 
c. ROA positions frequently rotate around to ROL and/or ROP and 
so Penny suggests trying to keep mothers mobile for as long as 
possible and to include lots of stair climbing during 
mobilization. Stair climbing is a modified form of the lunge. 
d. If the baby is in a direct OP position then the mother wi l l 
need to go into a knee chest position with buttocks much 
higher than her chest. Penny, and other presenters, including 
Valerie El Halta, claim that it generally takes about 40 
minutes in this position to facilitate rotation. However, the 
mother needs to be in early labour for this to work well. If 
rotation does not occur Valerie suggest doing a vaginal 
examination whilst the mother is in the knee chest position to 
relieve pressure on the fetal head so that it can then rotate. 
This technique does not work well if the membranes have 
ruptured. However, SROM usually does not occur in early labour 
when the baby is in the OP position. 
Maternal Position 
The Lunge 
The foot on the ground needs to face 
forward and the foot on the chair 
needs to be facing out; in the 
direction to which the woman will 
lunge. She needs to feel the stretch 
in her inner thighs for the lunge to 
work properly. It will widen the 
pelvis remarkably on the side to 
which she lunges. 
In our endeavour to keep women out of stirrups and into more 
effective upright positions, like a squat, for descent and second 
stage, we may have given little thought to the cultural/ 
physiological difference in women who naturally squat in their 
every day life. Such women have developed alternative lateral blood 
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supply. However, non-squatting women still rely on their posterior 
blood supply which runs down behind their knees. If non-squatting 
women are kept in a squat for too long then the blood supply to 
their lower extremities is severely affected. Penny says that 
western women should squat for no longer than 1 to 2 contractions 
before standing to relieve the pressure on the blood vessels behind 
their knees. 
Pain 
Penny said that she finds that the transcutaneous electrical 
nerve stimulation (TENS) machine only provides minimal pain relief 
during labour. However, she does find the intradermal water blocks 
extremely effective. In fact, 80% to 90% of women with back pain in 
labour experience relief. "A little bit of magic" as Penny says. 
These water blocks work best when used in early labour. They last 
about 40 minutes and can be repeated ad-lib. Apparently it is an 
extremely simple procedure and very easy to learn. [Edi tor: Of 
course, there would be the cost of the sterile water, a syringe, a 
new needle and wipe for each injection]. [Editor: Did anyone attend 
the November perinatal pain workshop in Toronto? If you ·did, a 
short report would be appreciated to provide further information on 
this subject]. 
Penny is a great advocate of hot or cold packs as methods of 
pain relief. She suggests that women make their own by taking a 
tube sock i.e. a sock without a heel indentation, and fill it with 
1~ lb of uncooked rice. To use as a hot pack microwave it on high 
for 3 to 4 min. To use as a cold pack leave it in the freezer for 
30 min. The packs stay either hot or cold for about 30 min. When 
used over the fundus a hot pack can increase the strength of 
contractions, and when used suprapubically and/or over the lower 
back it can provide great relief. 
Some people are especially receptive to music, usually a 
particular piece of music. Penny says_ that when listening to one's 
favourite music there has been shown to be an increase in 
endorphins. Increased endorphins, of course, decrease a person's 
perception/reception of pain and therefore works well for labouring 
women. (See references below). 
Valerie El Halta 
At Melville Hospital we seem to have many primigravida women 
who have prolonged early (not established) labour. By the time they 
actually become established they are literally exhausted; both 
emotionally and physically. We also seem to have "runs" of women 
who do not "progress in labour" and hence require a lower segment 
cesarean section (LSCS) . In an effort to understand the physiology 
of these labour and deliveries, and perhaps have a positive impact 
on our LSCS rate, I attended a number of sessions given by Valerie 
El Halta, an American midwife. Valerie owns and runs a birth centre 
in California and claims to have delivered 3,000 babies. Unlike 
Penny, Valerie did not offer pages of references but I did watch 
her assess many of the participants' pelvises. She was 100% 
accurate when she then described to these women the labour and 
births they must have had - we were stunned. So although I am very 
much a "would like to see the evidence" kind of midwife, it is 
l 
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simply not always possible. So then we must rely on empirical and 
antidotal evidence/experience. 
I would like to add here, that I also attended a research 
session called "The Search for Truth about Pregnancy, Birth and 
Postpartum" presented by two research midwives from MIDIRS. It was 
unanimously agreed that many, if not most aspects of midwifery, can 
not be researched by randomized controlled trials (RCT) . Certainly 
double blind studies are nearly always either unethical or 
impossible e.g. both the mother and the midwife would be instantly 
aware that an episiotomy had been performed! It is also impossible 
to account for variables such as the effect sexual abuse in 
childhood may have on a labouring woman. Although the woman may 
even have blocked it out, yet still there will be a deep emotional 
and body memory which must effect how her body and psyche respond 
in all of life events. 
Valerie's tricks of the trade include: 
Prolonged Unestablished Labour 
Valerie described women in early (not yet established) _ labour 
as being in incoordinated labour, because despite fundal 
contractions there are no cervical effects (effacement and 
dilatation). Valerie says that these long "getting nowhere" periods 
are especially common for primigravida women and women trying for 
a vaginal birth after cesarean section (VBAC). Valerie's treatment 
is a warm tub bath and 1 oz of alcohol to put the woman out of 
"labour". I was very uncomfortable with giving/suggesting alcohol 
to mothers because of our big community problem with alcoholism and 
FAS/FAE. So I asked Valerie and a number of other experienced 
midwives present for an alternative. They all suggested 2 g Calcium 
with a glass of milk. This can be taken in the form of TUMS! 
Valerie also said that the mother needs verbal permission to NOT go 
into labour. Because these women all feel these early contractions 
they think that they are progressing cervically and yet they are 
not. "They need to get their head back to where their cervix is" as 
Valerie would say. However, after a rest (for both the mother and 
her uterus) she generally returns in good established labour. 
Corded Baby 
When a woman's cervix is at about 7 cm dilated a problem with 
the fetal hear rate ( FHR) may be noted if the cord is wrapped 
around the baby. Valerie suggests putting the woman in a knee chest 
position which allows the cord to stretch. Of course, the midwife 
would be closely monitoring the FHR at this time. Apparently the 
cord is capable of stretching if one is patient. Do not hurry the 
second stage. 
Lower Quadrant Discomfort 
Valerie said that when women present rubbing or complaining of 
discomfort in their lower right or left quadrant the midwife should 
consider the possibility of the baby's hand being upon, under, or 
near his head. As we have all seen, when this happens at delivery 
large perineal tears result. Treat by trying to manually manipulate 
the baby's hand and arm down. The hand will almost certainly have 
caused asynclitism and so the mother will then need to do the lunge 
a few times to correct it. 
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Pushing 
We have all met women in labour who do not seem to know how, 
or in what direction, to push. Or they have a fear of doing so and 
then push in such a way that it is ineffective. [May be afraid of 
passing faeces]. Valerie suggested sitting the woman up on a birth 
bed with the bar in front of her. Tying a sheet or rope onto the 
bar which the mother "pulls" instead of "pushes". [Just like the 
women in this province did before hospitals were built]. To test 
this great trick yourself, sit on a chair, slightly spread your 
knees, hold onto the seat between your legs with your hands and 
pull up with your hands - see, you are "pushing"! 
Nipple Stimulation 
Valerie claims that suggesting that women do nipple 
stimulation in early labour, to help to establish labour, before 
the cervix has effaced (thinned and softened) will only result in 
incoordinated labour. She said that nipple stimulation is great 
after the cervix has thinned. [Editor: Nipple stimulation prior to 
labour is equated with the oxytocin challenge test and so the same 
contraindications apply (Tucker, 1996)]. 
Blood Loss During Labour 
Valerie was amazed that we considered an estimated blood loss 
(EBL) of 200-300 ml as normal, and that we may be patient enough to 
wait up to an hour to deliver the placenta. She said that the 
placenta should be delivered within 15 min and with a maximum of "2 
tablespoons" of blood! She uses a truly physiological method. Once 
the baby is delivered into the mother's arms, she does not cut the 
cord, she does not even touch the cord as she says that will cause 
the cord to spasm. After three contractions the baby gives a cat-
like cry which indicates placental separation. She then asks the 
mother to push or cough her placenta out. All over and done with in 
15 min and with minimal blood loss. Also, interestingly, because 
the baby's cord is not grossly engorged with blood it falls off on 
an average at 3 to 4 days after birth. 
I was very excited about this logical and non-invasive method 
of allowing the third stage of labour to proceed. So on my return 
to the Melville Hospital I discussed this with one of the doctors 
attending a birth with me, and we agreed to try Valerie's method. 
It did not take three contractions and I did not ask the mother to 
push out her placenta - she just felt the need to do so with her 
first third stage contraction. The placenta was delivered 4 min 
after the birth of the baby with minimal blood loss. I never 
touched the cord, placenta, or mother's abdomen during the third 
stage, and of course she had no oxytocin. It was the most worry 
free third stage I have ever witnessed. [Had the baby started to 
breastfeed?] 
The MIDIRS session clearly stated that research in Bristol has 
shown that giving syntometrine with the anterior shoulder does not 
result in less postpartum haemorrhage, only in a reduction of blood 
transfusions given. 
There was certainly much "food for thought". Above are some of 
the most interesting and practical highlights of the conference, 
and I hope that they are of interest to members of the Association. 
J 
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I would like to thank the "old" Alliance for financially assisting 
me to attend this conference, it was a wonderful experience. If 
anyone would like a complete list of Penny Simkin's references, 
please write to me: c/o Melville Hospital, Goose Bay, Labrador, AOP 
lSO, or fax: 709-896-8966 and give me the site address and fax 
number for the reply. 
Pamela 
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9. Contributions to Gynecology and Obstetrics 
10. Current Opinions in Obstetrics and Gynecology 
11. Current Problems in Obstetrics, Gynecology and Fertility 
12. Family Medicine (formerly Maternal and Child Health) 
13. Health Care for Women International 
14. International Journal of Gynaecology and Obstetrics 
15. Journal of Human Lactation 
16. Journal of Nurse Midwifery 
17. Journal of Obstetric, Gynecologic and Neonatal Nurses (JOGNN) 
18. Journal of Perinatal Medicine 
19. Journal of Psychosomatic Obstetrics and Gynaecology 
20. Journal of Reproductive Medicine 
21. Journal of the Society of Pediatric Nurses ( JSPN) (farmer ly 
Maternal Child Nursing Journal) 
22. Journal of the SOGC (Society of Obstetricians and 
Gynecologists of Canada) 
10 
23. Maternal Child Nursing (MCN) 
24. MIDIRS Midwifery Digest (Midwives Information and Resource 
Service) 
25. Midwifery 
2 6. Midwives (formerly Midwives Chronicle and Nursing Notes) 
(donated) 
27. Neonatal Network 
28. Newfoundland and Labrador Midwives Association newsletter 
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Of Interest 
Midwives (formerly Midwives Chronicle and Nursing Notes founded in 
1888 and the longest published journal for midwives) has now become 
the RCM Midwives Journal. This means that the RCM will be able to 
control the advertisements. RCM membership (as we are not eligible 
for liability insurance) is £66.50. Address: 15 Mansfield Street, 
London WlM OBE. The Royal College of Nursing now has a £57. 25 
membership fee for those who are also RCM members. 
MIDIRS Midwifery Digest continues to be a useful quarterly journal 
£44.00. Address: MIDIRS, 9 Elmdale Road, Clifton, Bristol, BS8 lSL 
Midwifery is a quarterly journal which contains research articles. 
£45.00. Address: Churchill Livingstone, 1-3 Baxter's Place, 
Edinburgh EHl 3AF, Scotland. 
British Journal of Midwifery is a monthly journal £56.00 (sister 
journal to the British Journa·l of Nursing) . Address: Mark Allen 
Publishing, Croxted Mews, 286A-288 Croxted Road, London SE24 8BR 
Practising Midwife (formerly Modern Midwife). Address: Hochland & 
Hochland Ltd., 174a Ashley Road, Hale, Cheshire WA15 9SF, England. 
The ARM Midwifery Matters is a quarterly newsletter, £30. 00. 
Address: ARM, 62 Greetby Hill, Ormskirk, L39 2DT, England. 
ICM International Midwifery Ma tters is available from the ICM, 10 
Barley Mow Passage, Chiswick, London W4 4PH (E-mail: 
100702.2405@compuserve.com) 
The Association of Women's Health, Obstetric and Neonatal Nursing 
(AWHONN) now has a special membership of $54.00 US for students and 
also for those who are retired, have been members for at least 5 
years, and are 62 years or older. Telephone: 1-800-245-0231 for 
information. 
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Surveillance System 
CANADIAN PERINATAL SURVEILLANCE SYSTEM 
Information Sheet - July 1997 
Over the past tvvo years, Health Canada has been working with partners to strengthen Canada's public 
health information network by eliminating gaps in national health surveillance. One of the programs 
undertaken under the Public Health Intelligence initiative is the development of a Canadian Perinatal 
Surveillance System (CPSS). 
Health Canada's Laboratory Centre for Disease Control (LCDC), under the guidance of a Steering 
Committee comprised of Canadian and international experts in reproductive and perinatal health and 
epidemiology and representatives of health professional organizations, consumer and advocacy groups 
and the provincial and territorial governments, has been vvorking on the development of a system to 
monitor trends and disparities in perinatal health. 
The goal of the CPSS is to establish a timely national surveillance system that will allow for data 
collection, analysis, and response on various perinatal health determinants and outcomes. More 
specifically, the CPSS will include data collection on all women vvho become pregnant, regardless of their 
pregnancy outcome~ miscarriage, abortion, ectopic pregnancy, stillbirth, livebirth. Some of the proposed 
indicators of perinatal health include biological characteristics such as: pre-existing chronic disease, facts 
about previous pregnancy(ies) including pregnancy outcomes and cesarian section, and sociodemographic 
behavioural indicators such as: ethnicity, educational attainment and cigarette smoking. The pregnancy 
outcomes examined will include interventions used, complications, and anaesthesia/analgesia. If 
pregnancy results in a live birth, infant characteristics, morbidity and mortality data will be included in the 
data collection. 
An integral aspect of the CPSS is the requirement for timely responses to be built into the surveillance 
system. In other words, not only will the proposed surveillance system be able to identify disparities in 
the health of pregnant Canadian women, mothers and babies, but it will initiate action to address these 
disparities. The CPSS will also make use of international comparisons to ascertain areas where the health 
of Canadian women, mothers and babies may be inferior to that in other industrialized countries, and work 
to rectify that situation. The first level of response for the CPSS 'Nill be prompt, reliable reporting of the 
surveillance analyses to a wide audience. The mandate for further action is shared among the many 
partners in the surveillance system - governments, health professionals, health organizations, researchers 
and consumers. 
The CPSS will also be useful in identifying positive aspects of perinatal care and therefore ensuring that 
we continue to pursue the most effective and efficient health care for all pregnant women, mothers and 
babies. 
Our mission is to help the people of Canada maintain and improve their health. 
Canada 
The Steering Committee guiding the development of the CPSS has been meeting on a regular basis since 
January 1995. There has been much work on the initial development stages for the surveillance system. 
Various subcommittees have been formed to deal vvith specific aspects of the CPSS development and 
implementation. 
Since the fall of 1996 vve have been eris-crossing the country, making presentations and meeting and 
consulting with key stakeholders about the specifics of the CPSS. At the same time we have been seeking 
participants for the pilot phase of the project. Much work is underway in preparing several sites for the 
pilot phase, which will commence January 1998 and run until March 1999. Consultations are still taking 
place and will continue throughout the pilot. 
The CPSS list of variables and their definitions is currently being distributed to the various pilot sites. The 
data collected from the variables will then be used to create the indicators on which CPSS will report. The 
indicator list has also been refined, based on comments received through the consultation process. A 
support document is being prepared, the Indicator Reference Manual, which will contain for each 
indicator: its definition, the significance of the indicator, background on the indicator, medical, social and 
related issues, limitations of the indicator and key references. 
The Analysis Subcommittee has prepared an analysis plan for each indicator. The Communications and 
Response Subcommittee has produced a Response Framework for the CPSS. This framework details what 
will be done with the information once the data have been analysed and how the information vvill be 
disseminated. 
Several articles have been written by staff and members of the Steering Committee and there have been 
presentations at various conferences as \vell. The following is just a sampling of the activities: "Recent 
trends in Canadian infant mortality rates: effects of changes in registration of live newborns weighing less 
than 500g" by K.S. Joseph and Michael S. Kramer published in the Canadian Medical Association 
Journal, October 15, 1996; 155 (8); "Canadian infant mortality: 1994 update" by K.S. Joseph and Michael 
S. Kramer published in Canadian Medical Association Journal, January 15, 1997; 156 (2); Episiotomy 
Counts: The use of episiotomy in Canada, 1981 .. 1994" by Ian D. Graham and Da\vn Fowler Graham 
forthcoming in Birth; "Decreasing birth-weight (BWT)-specific fetal mortality rate (FMR) in Canada 1985 
to 1992" by A.C. Allen, K.S. Joseph, M.S. Kramer and M.E. Fair for the Fetal/Infant Mortality Study 
Group of the CPSS, to be presented at the Society for Pediatric Epidemiologic Research 10th Annual 
Meeting in June 1997. 
For more information concerning the Canadian Perinatal Surveillance System, please contact the 
Coordinator, Dawn Fowler, at LCDC. She can be reached by phone (613) 957 .. 4689, by fax (613) 941· 
9927, or by e-mail (Davvn_Fowler@inet.hvvc.ca). 
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NEWFOUNDLAND and LABRADOR MIDWIVES ASSOCIATION 
APPLICATION FOR MEMBERSHIP 
Name: 
(Print) 
All Qualifications: 
Full Address: 
1998 
(Surname) 
Postal code: 
----------Telephone No. (home) 
Fax No. 
-------------
Telephone No. 
(work) 
E-mail Address: 
Work Address: 
Area where working: 
Retired: Student: 
Unemployed: 
(First Name) 
List of Organizations of which you are a member (the Association 
receives requests from various organizations for representatives t o 
review articles, attend conferences, be on committees). Your name 
would not be forwarded without your consent. 
Provincial: 
National: 
------------------------------
I nternational: 
I wish to be a member of the Midwives Association and I enclose a 
cheque/money order from the post office for: $ ______ ~ 
(Cheques/money orders only (no cash) made payable to the 
Newfoundland and Labrador Midwives Association) . 
Membership for midwives is $30.00 (as this includes the Canadian 
Confederation of Midwives fees which the Association has to pay ) . 
Membership for those who are not midwives is $15.00. 
Membership for those who are unemployed/retired is $10.00 
Membership for those who are residing outside of Canada $40 
(to cover the cost of the extra postage) . 
Signed: Date: 
Return to: Pamela Browne, P.O. Box 112, Station A, Goose Bay, 
Labrador AOP lSO 
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Midwives provide the 'human touch' 
personal care during birth experience 
By Barb Joy 
SPECIAL TO THE BEAVER 
Older women will probably remember this scenario: With labor 
pains well underway, she's rushed to hospital where she's greeted by an 
efficient nurse she's never seen before. And then she's delivered of her 
baby by a doctor she might have consulted once or twice during her 
pregnancy. The birth process is left entirely in the doctor's hands. 
Then the newborn, cleaned and closely swathed, is whisked away to 
the nursery, to be presented to her only at feeding times. Once back 
home after five or six days in hospital where someone else was respon-
sible for her child, she's beset by guilt and confusion as she wrestles 
with the task of caring for this bawling, demanding stranger she's 
brought into the world. 
That was in the bad old days. Since then, hospitals have taken a more 
personalized view of childbirth taking place within their walls and have 
made some changes to accommodate the mother-to-be. Still, women are 
locking for other alternatives. Many have found it in the practice of 
midwifery. 
At the Community Midwives of Halton clinic in Oakville, five reg-
istered midwives labour at labour - including before and after labour. 
They dispense any information a client needs or wants in pre-natal 
classes and, physically and psychologically, monitor the mother-to-be 
throughout her pregnancy and for six weeks after the birth of her child. 
In between, they deliver her baby. Should complications arise during 
the pregnancy, they consult with a specialist and, if care has to be com-
pletely transferred to the specialist, they still play a supportive role. All 
their salaried services, including home visits, are covered by OHIP. 
This, then, is midwifery today. It was not always so. At one time, 
midwives worked independently and were paid by their clients. While 
they did home births, once the woman moved into the hospital, mid-
wives took on a supportive role while the physician delivered the child. 
"But when the mother got out of hospital, we would continue caring 
for her and her newborn up to six weeks," said Jennifer Ristok, one of 
five midwives at the Oakville clinic who together look after 200 clients 
annually. 
The catalyst for change was the Midwifery Act of December 1993 
which made midwives part of the regulated health professions and cre-
ated the College of Midwives. They also became primary caregivers 
entitled to dispense total care to low-risk pregnant women for pregnan-
cy, birth and postpartum services. It meant they could do what physi-
cians used to do - blood-testing, order ultrasound and anything else 
needed to assess and monitor the pregnancy. In fact, low-risk pregnant 
woman need never see a physician at all, said Ristok. 
It also meant midwives gained hospital privileges so that a client 
choosing a hospital birth could have only her two midwives attending 
her. In May, the five midwives at the clinic were granted privileges at 
Oakville Trafalgar Memorial Hospital as well as St. Joseph's Hospital in 
Hamilton where they are still affiliated with Hamilton Midwifery Care. 
"But we're hoping to break off from Hamilton in the near future," 
said Ristok. 
The regulation of midwifery meant something had to be done about 
some 70 midwives already practising in Ontario. (That figure has grown 
to about 100 now.) The government decided to offer them a one-year 
program to evaluate their skills and bring them "up to speed", said 
Ristok. From then on, aspiring midwives, whether with a nursing back-
ground or not, had to apply to take a four-year university course at either 
McMaster, Ryerson or Laurentian universities. Only some 30% of their 
training is in the classroom. The real emphasis is on the clinical part "in 
the field" as they work side by side with the province's qualified mid-
wives. 
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Community Midwives pf 
Halton based in Oakville 
are, . from left, Shirln 
Aghili, Heidi Sulentic, 
Jennifer Ristok and 
Diane Kent. Absent from 
~ photos is Mina Naik. 
"It's very demanding because they have to be on call seven days a 
week, 24 hours a day, even as a student" said Ristok. 
She said three principles make up the cornerstones of the midwifery 
philosophy: Continuity of care; choice of birth place (home or hospital) 
and most importantly, the mother-to-be is the decision-maker. By the 
time she reaches the defivery room, she should have no unanswered 
questions in her mind, said Ristok, since pre-natal clinics are designed 
to answer them and prepare her fully for her motherhood role. 
But it is the continuity of care that is often the deciding factor in a 
woman's choice of caregiver. Ristok noted that there is a sense of secu-
rity in knowing that the midwife she's come to know throughout her 
pregnancy and who knows her family is the same one who will be pre-
sent at the birth and help her through those often difficult times at home. 
The midwives look upon themselves as "facilitators," not regulators, 
of a birth process that belongs to the parents, not themselves. For 
instance, they never announce the baby's sex when it is delivered. They 
prefer to allow parents to share the surprise and joy of discovering it for 
themselves. 
Bonding begins as soon as the baby is delivered. The cord is cut by 
the father, mother or, if neither want to, by the midwife and the baby, 
covered by a warm towel, is placed on the mother's stomach. 
"I've been at more than 85 births and I haven't cut a cord yet. The 
fathers do it," said Shirin Aghili, another midwife at the clinic. "I've 
even been asked if they could deliver the baby." 
For more infonnation about midwifery, call 338-8004 on Tuesdays, 
Wednesdays or Thursdays between 8:30 a.m. and 4:30 p.m. except noon 
to I p.m. Messages are retrieved daily. 
The Community Midwives of Halton will hold an Open House at 
their office, 86 Wilson St., Ste. C, on Friday Jan. 16th, 11 a.m. to 4 
p.m. Call338-8004. 
--·- --- - - --------------

